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The term splenosis, the autotransplantation of splenic tissue
following traumatic disruption of the splenic capsule, was
first described by Buchbinder and Lipkoff.1 Exposure of sple-
nic pulp to abdominal contents results in the implantation of
minute, splenic fragments which in turn may progress in both
size and function. While it has been reported to cause a
number of complications including bowel obstruction,
abdominal pain, mistaken neoplasm and haemorrhage, sple-
nosis is most commonly an incidental finding at laparotomy or
on imaging studies.2—5,8,9,13,15 Leker et al. have described
the operative removal of ectopic splenic tissue due to blunt
trauma and rupture.9 The presence of such peritoneal
implants has also been suggested to be beneficial, by con-
ferring some degree of immunocompetence.2,10—12,14 We
report a case of nonoperative management of an ectopic
splenic laceration resulting from blunt trauma.
Case report
A 35-year-old Caucasian male was an unrestrained driver in a
motor vehicle collision during which the airbag failed to
deploy, resulting in blunt force to the patient’s face, chest
and abdomen with the steering wheel. The patient was
transported to the regional trauma centre. Initial exam* Corresponding author. Tel.: +1 901 448 8140; fax: +1 901 448 7306.
E-mail address: tschroep@utmem.edu (T.J. Schroeppel).
1572-3461 # 2007 Elsevier Ltd.
doi:10.1016/j.injury.2007.10.018
Open access under the Elsevier OA license. demonstrated a haemodynamically stable patient withmulti-
ple facial lacerations, tenderness in the lumbar spine region
and left flank, and a diffusely tender abdomen. Awell-healed
left subcostal incision was also noted on examination. Initial
haematocrit was 38.7%. Diagnostic workup revealed grade 2
splenic lacerations with the ectopic spleen in the lower
splenic fossa (Fig. 1), an L3 compression fracture and bilat-
eral Lefort 2 fractures.
By history, the patient had undergone splenectomy 11
years prior at the same institution after sustaining a crush
injury to his abdomen and pelvis. Post-splenectomy, the
patient underwent an uneventful hospital course and wasFigure 1 Computed tomography image of ectopic splenic
tissue. Arrow highlights laceration.
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Figure 2 Algorithm for the management of haemodynamically stable traumatic splenic injuries.discharged after administration of immunizations. Since the
time of splenectomy, the patient has remained healthy and
without any significant illness or hospitalizations.
After completion of his initial workup, the patient was
admitted to the intensive care unit for serial abdominal
exams and haemodynamic monitoring. Twelve hours post-
admission, a repeat haematocrit of 32.2% was obtained. This
value did not change significantly for the remainder of the
patient’s hospitalization. A repeat abdominal computed
tomography (CT) scan performed 48 h post-presentation
failed to demonstrate any progression of his splenic lacera-
tion. The patient subsequently underwent operative fixation
of his spine fracture and facial fractures. The patient
remained haemodynamically stable throughout his hospital
course and was ultimately discharged to a rehabilitation
facility approximately 2 weeks after admission. Follow-up
after 7 months demonstrated a well patient without any
obvious sequelae from his lacerated ectopic spleen.
Discussion
The incidence of splenosis has been reported as high as 67%
following traumatic splenic injury.7 Splenosis is largely con-
sidered a benign condition with minimal clinical significance.
While the presence of ectopic splenic tissue may impart some
degree of immunological benefit, the incidence of post-sple-
nectomy sepsis in patients with splenosis peritonei has never
been thoroughly examined.2,10,11,13 Furthermore, there exist
no studies that suggest any benefit in morbidity and mortality
in splenosis patients who develop post-splenectomy sepsis.
While the potential benefits of this condition remain largely
unknown, the complications arising from splenosis appear to
be quite rare. Theminimal number of complications related to
splenosis in the literature, when compared to its significant
incidence, has led to the description of splenosis as a benign
and beneficial condition.14 The management of complicationsrelated to splenosis largely involves operative removal of
ectopic splenic implants. Reports of splenosis misrepresenting
tumour in the extra-abdominal presentation, causing abdom-
inal pain, intestinal obstruction, and haemoperitoneum in
both traumatic and spontaneous settings have all been
described.2—5,8,9,13,15 Furthermore, most have involved man-
agement in the form of surgical excision.3,4,8,9,13,15 As the
management of blunt splenic trauma increasingly becomes
nonoperative, we may be seeing more cases of significant
complications of splenosis.6
Our report of nonoperative management of traumatic
rupture of ectopic splenic tissue demonstrates effective
management of this injury. The current algorithm for the
management of traumatic splenic injuries may therefore be
applied to rare cases of splenosis (Fig. 2). Although we do not
have any tissue to support splenosis over the presence of an
accessory spleen, the patient’s clinical history and radiolo-
gical findings largely support our stated diagnosis. In addi-
tion, we believe that our case represents the first reported
case of nonoperative management of traumatic splenosis
rupture. Our case also reaffirms the importance of consider-
ing relevant differential diagnoses in light of a conflicting
clinical history and physical exam.
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